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 displaced upwards. Of Ibis phenomenon various explanations have been
given, such as massive collapse of the lower lobe, phrenic paresis, and
so on. It is not confined to haemothorax, however, but may be observed
not infrequently in acute pleural ciTusions, when the diaphragm may
rise quite considerably and not descend or begin to function until the
fluid is absorbed. It would appear to be due to the paralysis of the
diaphragm, but the mechanism which produces the palsy is not known.
Irritation of the diaphragmatic pleura will give rise to abdominal
rigidity, particularly with an infected haemothorax; and the symptoms
and signs do not differ from those observed commonly in diaphragmatic
pleurisy, which lead occasionally to a mistaken diagnosis of perforated
gastric ulcer or other abdominal emergency.
Jf a haemo-pneumotliorax exists, whether due to an external wound
or damage to the lung or to gas-forming anaerobes, the succussion
splash will usually be present; if there are only localized collections of
air, these will be seen on X-ray examination.
Surgical emphysema is not infrequently present in traumatic cases.
4.-COURSE AND PROGNOSIS
Rup tiued
aneurysm
The course and prognosis depend on the cause. A ruptured aneurysm
is usually rapidly fatal, but, as already stated, temporary recovery may
occur.
Traumatic
haetnothoia.\
A small traumatic haemothorax will become almost entirely absorbed,
leaving no sequelae, except perhaps some thickened pleura at the base
and possibly an obliteration of thecostophrenic sinus.
Formation
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An untreated large sterile haemothorax may behave in several ways.
Massive clots may form and sink to the most dependent part of the
pleural cavity, the costophrenic sinus or the costovertebral gutter; or
fibrin may be deposited in layers over the visceral and parietal pleura
generally, causing a thickened pleura and a contracted lung. In fact,
blood acts not unlike an ordinary serous effusion. This may cause little
or no deposition of fibrin, or masses of snow-white fibrin may be pro-
duced, some being churned into rounded lumps; or the whole of both
pleural surfaces and every adhesion may be thickly covered as with
sugar icing, both of which phenomena are frequently observed during
thoracoscopies.
Calcification Calcification of a long-standing haemothorax can occur. Or again,
such a haemothorax may remain uncoagulated for weeks or months
even in the presence of air (haemo-pneumothorax).
Cytology
Haemolysis and a phagocytic reaction may occur, the cytology
changing from a polyrnorphonuclear leucocytosis to a phase of large
phagocytic cells, whose function is to take up the red blood-cells, and
thence to a considerable eosinophilia. The remaining fluid finally
becomes completely absorbed. In such a case the lung will re-expand
almost perfectly.

